Introduction
For the purpose of this study we have defined "prostitute" as a person who provides sexual services for money or other material gain. Sexual services do not always include penetrative sexual intercourse, but for nearly all the women we interviewed this was the most common service offered to clients. All the women identified themselves as professional "workers" (prostitutes).
We previously published a survey of 132 female prostitutes and 55 non-prostitutes who were interviewed at Sydney STD Centre in 1985.' None of the women at that time was infected with the human immunodeficiency virus (HIV) but the prostitutes in particular had a number of behavioural and other factors which placed them at increased risk of HIV infection. These included a high rate of infection with other sexually transmissible diseases (STDs), injecting drug use (IDU), and having unprotected sexual intercourse with partners at high risk of HIV infection through IDU and/or bisexual behaviour. In the intervening years the heterosexual spread of HIV infection in Australia has been slow, and by the time of writing, there has been no documented case of a female prostitute in Australia becoming infected with HIV through sexual intercourse. 23 Globally, studies of female prostitutes continue to show wide variation in the prevalence of HIV infection. In Africa, and increasingly in Asia, female prostitution is a major conduit for transmission and a high proportion of prostitutes are infected.' In Australia, most of Europe, and the UK, HIV infection in female prostitutes is mainly IDU related and has shown little tendency to spread beyond identified high risk groups.78 HIV prevalence rates in female prostitutes are higher in the USA, but vary greatly from one locale to another.9 While risk levels vary with socio-economic status and racial background, there is still a strong association between IDU, prostitution and HIV infection in that country.`0 Many women who have become infected have sexual partners who are injected drug users. 11 A recent review of the literature on women and HIV makes three major points.'2 These are: (1) worldwide the vast majority ofAIDS cases arise from heterosexual transmission; (2) In response to questions about lifetime IDU and needle sharing, 51 (22%) had at some time injected, of whom 31 (61%) had sometimes shared needles. Twenty six (11%) had injected drugs within the previous six months with 17 (65%) of these having shared at least once during that period.
Lack of needles and convenience were given as the reasons for sharing by 29 (94%) of the women who had ever shared. When those who had ever injected were asked if they would share needles and syringes in the future, 45 (88%) said they would not, one said "possibly", three "probably", and two "very likely".
Fewer women who admitted sharing injecting equipment were enrolled in the later part of this occasion, while the remainder used condoms infrequently.
Condoms were used less often with non-paying partners. One hundred and fifty six (68%) did not use condoms at all for vaginal sex with their private partners, and only 27/231 (12%) used condoms all the time. The remainder used condoms occasionally. Twenty eight (12%) practised anal intercourse with non-paying partners and none of these used condoms. Altogether 42/231 (18%) sometimes engaged in anal sex; 14 (6%) with clients only, 21 (9%) with non-paying partners only, and seven (3%) with both. Heterosexual risk in this group is largely associated with non-paying partners with whom safer sex is rarely practised. Seventy one (31%) believed they had non-paying partners at risk through IDU and/or bisexuality and yet only 27(12%) said they would use condoms all the time in private relationships. However, 40 (17%) said they used condoms as their preferred form of contraception. This apparent discrepancy may have arisen partly because not all the women using condoms for contraception had current non-paying partners and were therefore referring only to client contacts, and partly because contraception is often practised selectively and is not seen to be necessary every time intercourse occurs.
STDs including HIV infection
There has overall been a very big increase in condom use with paying clients since our first survey was conducted in 1985 when only 11% used condoms all the time.' In the present study 160 of 231 (69%) prostitutes used condoms for all occasions of vaginal intercourse with paying clients, and only 20 (9%) used them for twenty per cent of the time or less. In 1985 12% did not use condoms at all, but in 1987-88 this figure was reduced to three per cent. The most dramatic increase in condom use among working prostitutes in Sydney occurred in mid 1987 shortly after the launch of a media AIDS education campaign directed at the heterosexual population,'5 and after more than a year of intensive outreach work by the Australian Prostitute's Collective in conjunction with STD Centre staff. This increase in condom use with paying clients is encouraging and we have been able to link it with a reduced incidence of acute sexually transmitted diseases in some women. '5 In this study also there appears to have been a decline in the prevalence of some acute STDs in female prostitutes attending the SSHC. The continuing high and even increased numbers of abnormal cervical cytologies may be explained by the long latency period ofmost viral conditions, and reflects an earlier pattern of sexual behaviour in those infected.
Anal intercourse had been implicated as a co-factor for the spread of HIV in homosexual and heterosexual relationships. It appears that anal intercourse is practised infrequently ifat all by the great majority of female prostitutes in Sydney; however when it does occur, in spite of the general increase in condom use mentioned above, there is a marked reluctance to use them during this very high risk activity. Again the women were more likely to engage in unprotected anal intercourse with non-paying partners of whom 28 of 28 (100%) "never" used condoms, than with paying clients of whom 14 of 21(66%) "never" used them.
Another possible co-factor for HIV transmission to women is the use of the OCP.'2 Nearly half (48%) our sample was using the pill as currently preferred contraception and many more had used it previously. The widespread use of the OCP since the early 1960s has been linked with an increase in STDs as it dispenses with the need for barrier contraceptives, and it has also been linked with the occurrence of circulatory problems in older women after long term use. Given that 42 (18%) women in our sample were over 36 years of age and that many of them were also heavy smokers'4 there are a number of grounds for concern over the use of the pill as the contraceptive of choice by prostitutes. We strongly recommend that women working as prostitutes consider a combination of two or more barrier methods of protection (condoms, diaphragms, sponges, spermicides) as being safer long term forms of contraception.
As a group the female prostitutes we have studied are affected by all the currently recognised risk factors and co-factors for HIV infection to a greater or lesser degree. The majority of individuals are certainly not at risk on each count and while the overall level of heterosexual transmission remains low many appear to be not greatly at risk at all. Nevertheless there is a minority of female prostitutes in our sample whose lifestyles, medical histories, and sexual and needle sharing behaviour place them and their sexual partners squarely within the identified high risk groups in Australia.
It is essential to continue to monitor closely the health of women working as prostitutes, and also to collect relevant data on their sexual partners whose activities span the entire range from very high risk to very low risk of HIV infection.
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